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Preface 


Che Summary of Notifiable Diseases United States, 2004 
contains the official statistics, in tabular and graphic form, 
for the reported occurrence of nationally notifiable infec- 
tious diseases in the United States for 2004. Unless other 
wise noted, the data are final totals for 2004 reported as of 
December 2, 2005. These statistics are collected and com 
piled from reports sent by state health departments to the 
National Notifiable Diseases Surveillance System (NNDSS), 
which is operated by CDC in collaboration with the Coun 
cil of State and Territorial Epidemiologists (CSTE). The 
Summary is available at http://www.cdc.gov/mmwt 
summary.html. This site also includes publications from 
previous years 

The Highlights section presents noteworthy epidemio 
logic and prevention information for 2004 for selected dis 
cases ind additional information to uid in the interpretation 
of surveillance and disease-trend data. Part 1 contains tables 
showing incidence data for the nationally notifiable dis 
eases during 2004.* The tables provide the number of cases 
reported to CDC for 2004 nationwide as well as the distri 
bution of cases by geographic location and the patient's 


demographic characteristics age, Sex, race, and ethnicity). 


Part 2 contains graphs and maps that depict summary data 


for certain notifiable diseases described in tabular form in 
Part 1. The Selected Reading section presents general and 
disease-specific references for notifiable infectious diseases. 
hese references provide additional information on surveil- 
lance and epidemiologic concerns, diagnostic concerns, and 
disease control activities. 

Comments and suggestions from readers are welcome. To 
increase the usefulness of future editions, comments about 
the current report and descriptions about how information 
is or could be used are invited. Comments should be sent 
NNDSS, National 


Center for Public Health Informatics at soib@cdc.gov. 


to Public Health Surveillance Team 





d pediatric mortalit 

evere acute respiratory 

\ smallpox; vancomycin 

n equin encephalitis; or yellow fever 

» 2004, these diseases do not appear in 

| nationally notifiable diseases, incidence 

reported to CDC but are not included in the tables or graphs of this 

Data on chronic hepatit 4 an epatitis © virus infection (past or 

rgoing data quality review. Data on ehrlichiosis attributable to 

1 agents are being withheld from publication pending the 

e of discussions about the reclassification of certain Ehrlichia species 

hich will probably affect how data in this category are reported. Data on 

human immunodeficiency virus (HIV) infections are not included because 

HIV infection (not acquired immunodeficiency syndrome [AIDS]) 

reporting has been implemented on different dates and by using different 

methods than for AIDS case reporting: however, these data are summarized 
in the Highlights section 


Background 


The infectious diseases designated as notifiable at the 
national level during 2004 are listed on page 3. A notifi- 
able disease is one for which regular, frequent, and timely 
information regarding individual cases is considered neces- 
sary for the prevention and control of the disease. A brief 
history of the reporting of nationally notifiable infectious 
diseases in the United States is available at hetp:// 
www.cdc.gov/epo/dphsi/nndsshis.htm. In 1961, CD¢ 
assumed responsibility for the collection and publication 
ol data on nationally notifiable diseases. NNDSS is neither 
a singie surveillance system nor a method of reporting. Cer- 
tain NNDSS data are reported to CDC through separate 
surveillance information systems and through different 


reporting mechanisms; however, these data are aggregated 


and compiled for publication purposes. 

he list of nationally notifiable diseases is revised peri- 
odically. \ disease might be added to the list as a new patho- 
gen emerges, or a disease might be deleted as its incidence 
declines. Public heaith officials at state health departments 
and CDC collaborate in determining which diseases should 
be nationally notifiable. CSTE, with input from CD¢ 
makes recommendations annually for additions and dele- 
tions. Although disease reporting is mandated by legisla- 
tion OF regulation at the State and local lev els, State reporting 
to CDC is voluntary. Thus, the list of diseases considered 
notifiable varies slightly by state. Current and historic 
national public health surveillance case definitions used for 
classifying and enumerating cases consistently across report- 
ing jurisdictions are available at http://www.cdc.gov/epo/ 
dphsi/nndsshis.htm. 

All states report conditions that were designated as inter- 
nationally quarantinable and notifiable (i.e., cholera, plague, 
and yellow fever) in compliance with the International 
Health Regulations (IHR) issued by the World Health 
Organization (WHO). In May 2005, the World Health 
Assembly adopted revised IHR. The current IHR will be 
replaced by the 2005 IHR when it becomes official on June 
15, 2007, unless an earlier implementation date is adopted. 
The 2005 IHR revision stipulates that smallpox, poliomy- 
elitis caused by wild-type poliovirus, human influenza caused 
by a new subtype, and SARS-CoV are directly reportable 
to WHO. In addition, the 2005 IHR includes an open- 
ended algorithm to determine which other conditions or 
events require mandatory reporting to WHO because they 
might constitute a public health emergency of international 
concern. Conditions that use the algorithm to determine 
notifiability include, but are not limited to, cholera, pneu- 
monic plague, yellow fever, and West Nile fever (/). 

1. World Health Organization. Third report of Committee A. Annex 2. 


Available at http://www.who.int/gb/ebwha/pdf_files/WHAS5S8/A58_55-en.pdf. 
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infectious Diseases Designated as Notifiable at the National Level During 2004 
Acquired immunodeficiency syndrome (AIDS) Listeriosis 
Anthrax Lyme disease 
Botulism Malaria 
Brucellosis Measles 
Chancroid Meningococcal disease 
Chlamydia trachomatis, genital infection Mumps 
Cholera Pertussis 
Coccidioidomycosis Plague 
Cryptosporidiosis Poliomyelitis, paralytic 
Cyclosporiasis Psittacosis 
Diphtheria Q fever 
Ehrlichiosis Rabies 
Human granulocytic Animal 
Human monocytic Human 
Human, other or unspecified agent Rocky Mountain spotted fever 
Encephalitis/meningitis, arboviral Rubella 
California serogroup Rubella, congenital syndrome 
Eastern equine Salmonellosis 


Powassan Severe acute respiratory syndrome-associated coronavirus 


St. Louis (SARS-CoV) disease 
Western equine Shigellosis 
West Nile Smallpox" 

Enterohemorrhagic Escherichia coli (EHEC) Streptococcal disease, invasive, group A 
EHEC O157:H7 Streptococcal toxic-shock syndrome 
EHEC shiga toxin—positive, serogroup non-O157 Streptococcus pneumoniae, invasive disease 
EHEC shiga toxin—positive, not serogrouped Drug-resistant, all ages 

Giardiasis Age <5 years 

Gonorrhea Syphilis 


Haemophilus influenzae, invasive disease Syphilis, congenital 


Hansen disease (leprosy) Tetanus 
Hantavirus pulmonary syndrome Toxic-shock syndrome (other than streptococcal) 
Hemolytic uremic syndrome, postdiarrheal Trichinellosis' 
Hepatitis A, viral, acute Tuberculosis 
Hepatitis B, viral, acute Tularemia 
Hepatitis B, viral, chronic Typhoid fever 
Hepatitis B, perinatal infection Vancomycin-intermediate Staphylococcus aureus 
Hepatitis C, acute infection (VISA) 
Hepatitis C, virus infection (past or present) Vancomycin-resistant Staphylococcus aureus infection 
Human immunodeficiency virus (HIV) infection (VRSA)S 
Adult (age >13 yrs) Varicella 
Pediatric (age <13 yrs) Varicella deaths 
Influenza-associated pediatric mortality* Yellow fever 
Legionellosis 





* New for 2004, as of October 4, 2004. 
' Formerly referred to as trichinosis. 
S New for 2004, as of January 1, 2004. 
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Data Sources 


Provisional data concerning the reported occurrence of 


nationally notifiable infectious diseases are published weekly 
in the MMWR. After each reporting year, staff in state health 
departments finalize reports of cases for that year with local 
or county health departments and reconcile the data with 
reports previously sent to CDC throughout the year. These 
data are compiled in final form in the Summary. 


Notifiable disease reports are the authoritative and archival 


counts of cases. They are approved by the appropriate chief 


epidemiologist from each submitting state or territory 
before being published in the Summary. Data published in 
MMWR Surveillance Summaries or other surveillance reports 
produced by CDC programs might not agree exactly with 
data reported in the annual Summary because of differences 
in the timing of reports, the source of the data, or surveil- 
lance methodology. 

Data in the Summary were derived primarily from reports 
transmitted to CDC’s National Center for Public Health 
Informatics from health departments in the 50 states, five 
territories, New York City, and the District of Columbia. 
More information regarding infectious notifiable diseases, 
including case definitions, is available at hetp: 
www.cdc.gov/epo/dphsi/phs.htm. Policies for reporting 
notifiable disease cases can vary by disease or reporting 
jurisdiction. The case-status categories used to determine 
which cases reported to NNDSS are published, by disease 
or condition, are listed in the “print criteria” column of the 


2006 NNDSS event code list (available at http://www.cdc.gov 


epo/dphsi/phs/files/ NN DSSeventcodelist}anuary2006. pdf. 
f f I I 


Final data for certain diseases are derived from the sur- 
veillance records of the following CDC programs. Requests 
for further information regarding these data should be 
directed to the appropriate program. 

National Center for Health Statistics (NCHS) 

Office of Vital and Health Statistics Systems (deaths from 
selected notifiable diseases 
National Center for Infectious Diseases (NCID) 

Division of Bacterial and Mycotic Diseases (toxic-shock 
syndrome; streptococcal disease, invasive, group A; and 
streptococcal toxic-shock syndrome 

Division of Vector-Borne Infectious Diseases (ArboNET 


surveillance data regarding arboviral encephalitis/meningitis). 


Division of Viral and Rickettsial Diseases (animal rabies, 
hantavirus pulmonary syndrome, influenza-associated 
pediatric mortality, and SARS-CoV). 

National Center for HIV, STD, and TB Prevention 
(NCHSTP) 

Division of HIV/AIDS Prevention — Surveillance and 
Epidemiology (acquired immunodeficiency syndrome 
[AIDS] and human immunodeficiency virus [HIV] 
infection). 

Division of STD Prevention (chancroid, chlamydia, 
gonorrhea, and syphilis). 

Division of TB Elimination (tuberculosis). 

National Immunization Program (NIP) 

Epidemiology and Surveillance Division (poliomyelitis 
and varicella deaths). 

Population estimates for the states are derived from NCHS 
estimates of the July 1, 2000-July 1, 2003, U.S. resident 
population from the Vintage 2003 postcensal series by year, 
county, age, sex, race, and Hispanic origin, prepared under 
a collaborative arrangement with the U.S. Census Bureau 
(available at http://www.cdc.gov/nchs/about/major/dvs/ 
popbridge/popbridge.htm). Population numbers for terri- 
tories are 2003 estimates from the U.S. Census Bureau 
International Data Base Data Access—Display Mode (avail 
able at http://www.census.gov/main/ipc/www/idbprint.html). 
The choice of population denominators for incidence 
reported in the MMWR is based on 1) the availability of 
census population data at the time of preparation for pub- 
lication and 2) the desire for consistent use of the same 
population data to compute incidence reported by differ- 
ent CDC programs. Incidence in the Summary is calculated 
as the number of reported cases for each disease or condi- 
tion divided by either the U.S. resident population for the 
specified demographic population or the total U.S. resi- 
dential population, multiplied by 100,000. When a na- 
tionally notifiable disease is associated with a specific age 
restriction, the same age restriction is applied to the popu- 
lation in the denominator of the incidence calculation. In 
addition, population data from states in which the disease 
or condition was not notifiable or was not available were 
excluded from incidence calculations. Unless 
otherwise stated, disease totals for the United States do not 
include data for American Samoa, Guam, Puerto Rico, the 
U.S. Virgin Islands, or the Commonwealth of the Northern 
Mariana Islands. 
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Interpreting Data 


Incidence data in the Summary are presented by the date 
of report to CDC as determined by the MMWR week and 
year assigned by the state or territorial health department. 
Data are reported by the state in which the patient resided 
at the time of diagnosis. For certain nationally notifiable 
infectious diseases, surveillance data are reported indepen- 
dently to different CDC programs. Thus, surveillance data 
reported by other CDC programs might vary from data 


reported in the Summary because of differences in 1) the 


date used to aggregate data (e.g., date of report or date of 


disease occurrence), 2) the timing of reports, 3) the source 
of the data, 4) surveillance case definitions, and 5) policies 
regarding case jurisdiction (i.e., which state should report 
the case to CDC). 

The data reported in the Summary are useful for analyz- 
ing disease trends and determining relative disease burdens. 
However, these data must be interpreted in light of report- 
ing practices. Disease reporting is likely incomplete, and 
completeness might vary depending on the disease. The 
degree of completeness of data reporting might be influ- 
enced by the diagnostic facilities available; control measures 
in effect; public awareness of a specific disease; and the 
interests, resources, and priorities of state and local officials 
responsible for disease control and public health surveil- 
lance. Finally, factors such as changes in methods for public 
health surveillance, introduction of new diagnostic tests, or 


discovery of new disease entities can cause cl anges in dis- 


ease reporting that are independent of the true incidence of 


disease. 

Public health surveillance data are published for selected 
racial and ethnic populations because these variables can be 
risk markers for certain notifiable diseases. Race and ethnicity 
data also can be used to highlight populations for focused 
prevention efforts. However, caution must be used when 
drawing conclusions from reported race and ethnicity data. 
Different racial/ethnic populations might have different 
patterns of access to health care, potentially resulting in 
data that are not representative of actual disease incidence 
among specific racial/ethnic populations. Surveillance data 
reported to NNDSS are in either individual case-specific 


form or summary form (i.e., aggregated data for a group of 


o 


cases). Summary data often lack demographic information 
(e.g., race); therefore, the demographic-specific rates pre- 


sented in the Summary might be underestimated. 


In addition, not all race and ethnicity data are collected 
uniformly for all diseases. For example, certain disease pro- 
grams collect data on race and ethnicity by using one or 
two variables, based on the 1977 standards for collecting 
such data issued by the Office of Management and the 
Budget (OMB). However, beginning in 2003, certain CDC 
programs, including the tuberculosis program, implemented 
OMB's 1997 revised standards for collecting such data; these 
programs collect data on multiple races per person by 
using multiple race variables. Additionally, although the 
recommended standard for classifying a person’s race or 
ethnicity is based on self-reporting, this procedure might 
not always be followed. 


Transition in NNDSS Data 
Collection and Reporting 


Before 1990, data were reported to CDC as cumulative 
counts rather than individual case reports. In 1990, states 
began electronically capturing and reporting individual case 
reports (without personal identifiers) to CDC by using the 
National Electronic Telecommunication System for Surveil- 
lance (NETSS). In 2001, CDC launched the Nationa! Elec- 
tronic Disease Surveillance System (NEDSS), now a 
component of the Public Health Information Network, to 
promote the use of data and information system standards 
that advance the development of efficient, integrated, and 
interoperable surveillance information systems at the local, 
State, and federal levels. CDC has developed the NEDSS 
Base System (NBS), a public health surveillance informa- 
tion system that can be used by states that do not wish to 
develop their own NEDSS-based systems. The objective of 
NEDSS is to improve the accuracy, completeness, and time- 
liness of disease reporting at the local, state, and national 
level. In 2003, CDC encouraged states using NBS to move 
from NETSS to NEDSS reporting standards. In 2004, six 
states used NEDSS to transmit nationally notifiable infec- 
tious diseases to CDC; as of March 2005, a total of 10 states 
used NEDSS to transmit these data to CDC. More infor- 
mation concerning NEDSS is available at hetp:// 
www.cde.gov/NEDSS. 

A major feature of NBS is the ability to capture data 
already in electronic form (e.g., electronic laboratory results, 
which are needed for case confirmation) rather than enter 
these data manually as in NETSS. 
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Highlights for 2004 


Below are summary highlights for certain national notifiable diseases. Highlights are intended to assist in the interpreta- 


tion of major occurrences that affect disease incidence or surveillance trends (e.g., outbreaks, vaccine licensure, or policy 


changes 


AIDS 


Since 1981, confidential name-based AIDS surveillance 
has been the cornerstone of national, state, and local efforts 
to monitor the scope and impact of the HIV epidemic. The 
data have multiple uses, including developing policy to help 
prevent and control AIDS. However, because of the intro- 
duction of therapies that eftectively slow the progression of 
the infection, AIDS data no longer adequately represent 
the populations affected by the epidemic. By providing a 
window into the epidemic at an earlier stage, HIV data, 
combined with AIDS data, better represent the overall im- 
pact. As of the end of 2004, a total of 43 areas (38 states, 
Puerto Rico, and four U.S. territories) had implemented 
confidential name-based HIV reporting. These 43 areas have 
integrated name-based HIV surveillance into their AIDS 
surveillance systems, whereas other jurisdictions have used 
other methods for reporting cases of HIV infection. Under 
no configuration are names or other personal identifying 
information collected at the national level. 

During 1998-1999, declines in AIDS rates began to level. 
his trend followed a period of sharp declines in reported 
cases after 1996, when highly effective antiretroviral thera- 
pies were introduced. At the end of 2004, an estimated 
$15,193 persons were living with AIDS. After a substantial 


ber of deaths among persons with AIDS 


decrease in the num 
during the late 1990s, the rate of decrease flattened through 
2004. The number of deaths among persons with AIDS 
decreased 66% during 1995-2000. During 2001-2003, 
the number of deaths reported remained stable; however, 
in 2004, the number of deaths decreased 10 compared 


with the number reported in 2001. 


Anthrax 


No cases of anthrax were reported in the United States in 
2004. One incident was reported in which laboratory work- 
ers were inadvertently exposed to viable spores during the 
conduct of research on inactivated vegetative organisms. 


} 


Exposed laboratorians were given postexposure antibiotic 


2 
prophylaxis. No adverse health effects were reported among 


the laboratorians his incident highlights the impor- 


tance of appropriate biosafety procedures and adequate ste- 
rility testing when working with inactivated Bacillus 


site 


anthracis or other select agents. Naturally occurring anthrax 


— 


epizootics are commonly reported in the United States; two 
occurred in 2004, affecting livestock in South Dakota and 
livestock and game animals in Texas. No human cases 
resulted. 

| CK inadvertent labor 


MMW Rk 2005 54 40) 


Botulism 


Botulism is a severe paralytic illness caused by the toxins 
of Clostridium botulinum. Exposure to toxin can occur by 
ingestion (foodborne botulism), in situ production from 
C. botulinum colonization of a wound (wound botulism) or 
the gastrointestinal tract (infant botulism), or by injection 
of pharmacologic preparations of toxin (treatment- 
associated botulism) (/). In 2004, cases were attributed to 
foodborne botulism, wound botulism, infant botulism, and 
treatment-associated botulism resulting from injection of 


an unlicensed concentrated preparation of toxin 


s 2005 + 7 


Brucellosis 


In 2004, five cattle herds in three states were reported by 
the U.S. Department of Agriculture to be affected by bru- 
cellosis. No human cases of brucellosis were associated with 
the affected herds. One affected state was able to maintain 
its brucellosis-free designation, and 48 states remain desig- 
nated free of cattle brucellosis by the U. S$. Department of 
Agriculture (/). Brucella abortus remains enzootic in elk and 
bison in the greater Yellowstone National Park area, and 
Brucella suis is enzootic in feral swine in the southeast. Hunt- 
ers exposed to these animals might be at increased risk for 
infection. The majority of human cases in the United States 
occur among returned travelers or immigrants from coun- 
tries with endemic brucellosis and are associated with con- 
sumption of unpasteurized milk or soft cheeses. Pathogenic 
Brucella species are considered category B biologic threat 
agents because of a high potential for aerosol transmission. 
For the same reason, biosafety level 3 practices, contain- 
ment and equipment are recommended tor laboratory 
manipulations of isolates. 
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Cholera 


In 2004, five laboratory-confirmed cases of cholera, all 
caused by toxigenic Vibrio cholera , were reported to 
CDC. Four (80%) infections were acquired outside the 
20° infection, believed to have 


been acquired through imported seafood, occurred in 


United States, and one 


Hawaii. No patients died. Although the annual average 
incidence of cholera during 1995-2000 was 10.2 cases pet 
100,000 population, during 2001-2004, average annual 
incidence was three cases per 100,000 population (/). This 


ect a trend towards fewer cases of 


7 
| 
i 


general decrease might ref 
cholera in Latin America and worldwide, as reported by the 
World Health Organization (2 


Steinberg EB, Greene KI 


Coccidioidomycosis 


During 2003-2004, the number of reported cases of 


= 
coccidioidomycosis increased 32% (/). The majority of these 


cases occurred in California and Arizona. Increases are prob- 


sia 


ably attributable to recent changes in land use, demograph- 
ics, and climate in endemic areas, although certain cases 
might be attributable to increased physician awareness and 
testing. New efforts are needed to determine the amount of 
undertesting by health-care providers so as to accurately 
define the burden of disease 


DC. Summary of notifiable diseas nited States, 2003. MMWR 


> 


Encephalitis/Meningitis, Arboviral 
(West Nile Virus) 


During 2004, for the sixth consecutive year, epidemic 
and epizootic West Nile virus (WNV) activity occurred in 
the United States (/), particularly in California, Arizona, 
and Colorado. A high incidence of neuroinvasive WNV dis- 
ease continued to occur in the Midwest and Great Plains 
states. Other states experienced perennial reemergence in 
areas of previous activity, and continued geographic expan- 


sion into counties of Western states. 


In 2004, a total of 40 states and the District of Columbia 
reported cases of WNV disease among humans. Of these 
were West Nile neuroinvasive disease (WNND), 
54% were uncomplicated fever, and 5% were clinically 
unspecified. Of the WNND cases, 8% were fatal. Four states 


Arizona, California, Colorado, and Texas) accounted for 


cases, +5 


64% of all reported human cases. Illness onset dates were 
April 23—December 30; December 30 is the latest date on 
vhich onset of human WNV disease was reported in the 
United States. The epidemic peak occurred during the week 
ending August 16. A total of 224 presumptively) WN\ 
] 


lonors were identified through nationwide 


viremic blood C 
blood screening, 125 (56%) of whom were from Arizona 
California, and Colorado. 

In addition, 47 states reported WNV-infected dead birds; 
and 38 states reported WNV-infected horses and other 
WNV-infected animals. Cu/ex mosquitoes accounted for 
94% of reported WNYV-positive pools. Cx. tarsali 
most commonly reported WNYV-infected mosquito species 

| 


and was considered a major epizootic and epidemic vector 


was the 


in states west of the Mississippi river. 


O'Leary DR, Martin AA, Montgomery SP. 


\ | , ) 
\ r nm th nited Srar ay 


) 
4 


Enterohemorrhagic Escherichia coli 


Escherichia coli Q\157:H7 has been nationally notifiable 
since 1994 (/). In 2000, the Council for State and Territo- 
rial Epidemiologists passed a resolution in which all Shiga 
toxin producing F. coli were made nationally notifiable 
under the name enterohemorrhagic F. coli (EHEC); national 
surveillance for EHEC began in 2001. Surveillance catego- 
ries for EHEC include 1) EHEC O157:H7; 2) EHEC 


serogroup non-O157; and 3) EHEC 


During 1994-1999, reported infections with the most 


not serogrouped. 


well-known pathogen in this group, £. coli O157:H7, in- 
creased annually, to a peak of 4,744 cases in 1999. This 
increase was attributable in part to the increasing ability of 
laboratories to identify this pathogen. During 2003-2004, 
incidence reported by active surveillance in FoodNet de- 
creased substantially and progressively compared with 
1996-1998; incidence of F. coli O157 infections 
reported by FoodNet sites in 2004 declined below the 2010 
national target of one case per 100,000 persons (2). 
During 2004, cases of enterohemorrhagic EF. coli were 
reported from 50 states, the District of Columbia, and 
Puerto Rico. Of these, 80% were classified as EHEC 
O157:H7; 10% as EHEC, serogroup non-O157; and 10% 


as EHEC, not serogrouped. 
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Hansen Disease (Leprosy) 


renort 
cpo 


Gonorrhea 


long children, particularly tnose 


has resulted in a substantial shift in 
1is disease in the United States. 


states, which historically have been 


| ] 
other regions, are noW similar tO rates in the 


country, and rates among adults are higher than 
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| a? 1 
those among children. In addition, the pattern of reported 


risk factors has shifted, with an increasing proportion of 


cases occurring among adults in persons at hi 


1 
| 


gh risk, 
including MSM and illegal drug users. In addition, as 
transmission of hepatitis A virus (HAV) has declined within 


the United States, the proportion of cases attributed to travel 
' ack ; ' 

to countries in which nepatitis \ is endemic Nas increased 
é 

age groups and is now the most frequently reported 


j ac 


rfactor among persons with hepatitis \ virus iged 1) 


Hepatitis B 
During 1990-2004, the number 
reported annually 


| 


| ; tded 
nas coincided 


J 
women for hepatitis B vi 
: , 
vision of postexposure prophylaxis to 
rected women; routine vaccination Of all 


_ Ri adiauiane — es a 
igeqd <li years; an Vaccination OF otne 


-d risk for hepatiti .g., health-care workers, men 
who have sex with men [MSM], injection-drug users [[DUs]}, 
and household and sex contacts of persons with chronic 
HBV infection 

In 2004, the rate among children aged <13 years, the 
cohort born since routine infant vaccination was imple- 
mented, was 0.07 per 100,000 population, representing a 
94% decline for that age group since 1990. By race and 
ethnicity, the highest rates among children continue to be 
recorded among Asian/Pacific Islanders (API), followed by 
blacks, American Indians/Alaska Natives, and whites. Since 
1990, however, the disparity between the population with 
the highest (API) and the lowest (whites) incidence has been 
reduced >90%. Evaluation of verified cases reported dur- 
ing 2001-2002 indicated that eight (42%) of the 19 cases 
that were followed up occurred among children born out- 
side the United States; six (75%) of these eight children 
were international adoptees (2). Since 1990, rates among 
adolescents aged 14-18 years have also declined approxi- 
mately 94%, but the 2004 rate (0.4 per 100,000 popula- 
tion) remains substantially higher than the rate for children 


aged <13 years. 


During 1990-1999, rates among adults declined 63° 
but have since remained approximately unchanged. Among 
idults, a high proportion of cases occur among persons in 
identified risk groups (i.e. [DUs, MSM, and persons with 
multiple sex partners) indicating a need to strengthen 


efforts to reach these populations with vaccine. 


HIV Infection, Adult 


By December 2003, all 50 states and the District of 
Columbia had implemented HIV surveillance systems, 
including both name-based and nonname-based systems. 
Since 2000, a total of 35 areas (33 states, Guam, and the 

ws or regulations requiring 
ial reporting for adults/adolescents 
with confirmed HIV infection, in addition to reporting of 
persons with AIDS. In 2002, CDC initiated a system to 
monitor HIV incidence; in 2003, CDC expanded this sys 
tem and also initiated a national HIV behavioral surveil- 
lance system. ( will assess the implementation and 
effectiveness of prevention activities through multiple moni 
toring systems, including use of new performance indica- 
tors for state and local health departments and 
community-based organizations (/ 

At the end of 2004, a total of 209,937 adults and adoles- 
cents in the 35 areas were living with HIV infection (not 
AIDS). Estimated prevalence of HIV infection (not AIDS) 
in this group was 136.7 per 100,000 population (2). In 
these areas, 2004 was the first year in which mature HI\ 
surveillance data (i.e., available since at least 2000) could 
be used to allow for stabilization of data collection and for 
adjustment of the data in order to monitor trends. Data 


from additional areas will be included in analyses when 


>4 years of case reports have accrued. 


HIV pre 


eV 


2003. MMWR 2003:52 


report, 2004 


HIV Infection, Pediatric 


In the 35 areas (33 states, Guam, and the U.S. Virgin 
Islands) that have had laws or regulations since 2000 
requiring confidential name-based reporting for children 


aged <13 years with confirmed HIV infection, an estimated 
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an increased number of cases of Legionnaires 
disease and Pontiac fever associated with overnight travel to 
hotels or aboard cruise ships were reported (2-4). \pproxi 


SD of all cases of Legionnaires disease are associ 


ASS( a potabl 


, , , , 
hotels O! whirlpoo I ! ‘ yr on board Cruls¢ 


Iinfluenza-Associated Pediatric Legionnaires disease | eated empirically with broad- 
Mortality 


spectrum antibiotics that are effective against multiple eti- 
pneumonia >), and 


infriuenza associated 
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Listeriosis 


Listeriosis is a severe but uncommon infection caused by 
Listeria monocytogenes; it was made a nationally notifiable 
disease in 2000. Listeriosis is primarily foodborne and 
occurs most frequently among persons who are older, preg- 
nant, or immunocompromised. During 2994, cases of list 
eriosis were reported from 47 states and the District of 
Columbia. 

Molecular subtyping of L. monocytogenes isolates and shar- 
ing of that information through PulseNet has enhanced the 
ability of public health officials to detect and investigate 
outbreaks of listeriosis. Recent outbreaks have been linked 
to ready-to-eat meat (/) and unpasteurized fresh cheese 
During 2004, incidence of listeriosis as reported to FoodNet 
active surveillance was 0.27 cases per 100,000 population, 
representing a decrease of 40° compared with 1996-1998 (3). 

In January 2001, the Food and Drug Administration 
(FDA), the U.S. Department of Agriculture (USDA), and 
CDC released a national Listeria Action Plan to help guide 
control efforts by industry, regulators, and public health 
and in November 2003, FDA and CD¢ 
Also in 2003, 


officials (4) 
updated their components of the plan (5). 


é ; 
USDA issued new regulations aimed at further reducing 
L. monocytogenes contamination of ready-to-eat meat and 

4 


poultry products 0). I] linical isolates should be sub 


v 
mitted to state public health laboratories for pulsed-field 


gel electrophoresis (PFGE) pattern determination, and all 


persons with listeriosis should be interviewed by a public 


I 


health specialist or health-care provider using a standard 
1206 


form (available from CDC at telephone 404-639 


7 2 = = Dae os \ 


FDA/CDC 2003 ur 


Lyme Disease 


lhe number of reported Lyme disease cases decreased for 
the second consecutive year, with 17% fewer cases reported in 
2004 than in 2002. However, much of this decrease can be 
attributed to modifications of the surveillance systems o1 
reporting mechanisms in two high-incidence states 

Che risk for Lyme disease and other tickborne illnesses 
can be reduced by avoiding tick-infested areas, using insect 
repellant containing N,N-diethyl-m-toluamide (DEE1 
and checking daily for attached ticks. Persons can also 
reduce their risk for peridomestic tick exposure through 
landscape modifications, correctly timed applications of 
pesticide, and use of commercial bait boxes (/,2) 


Stafford KC III. Ticl 


Measles 


During 2004, the number of confirmed cases of measles 
reported in the United States was a record low. Cases 


occurred in 13 states; 27 cases were internationally imported 
and resulted in six secondary cases. For four cases, the sources 
are classified as unknown because no link to importation 
could be detected. The majority of infected persons were 
aged <5 years. Two outbreaks occurred, both from imported 
sources. In one outbreak that involved nine persons, measles 
occurred among nine adopted children from China; a sec 
ondary case occurred in an unvaccinated U.S. resident. In a 
second outbreak that involved three persons, an unvacci 
nated U.S. resident aged 19 years with a nonmedical 
exemption returned to the United States from India while 
infectious (/,2). Two secondary cases resulted, including 
one in an airline passenger who was seated directly beside 
the index patient. Measles can be prevented by adhering to 
recommendations for vaccination, including guidelines for 


travelers (3,4). 


La SK | SOU ated \ Nn i 
2004. MMWR 2004:5 
3. CDC. Preventable measles among 
2005:54:817 
+. CDC. Measles, mumps, and rul 
nation of measles, rubella, and congenital r 
of mumps: recommendations of the Advisory Committ 
tion practices (ACIP). MMWR 1998;47(No. RR-8 
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Meningococcal Disease 


ia meningitidis is a \eading cause of bacterial men 


ingitis and sepsis in the United States. During 2004, the 


} 


! 
number of invasive meningococcal disease cases reported to 


(CDC decreased 22 compared with the numbet reported 


in 2003. The case-fatality ratio (10%—14° remains high 
11%—19 of survivors have serious health sequelae. 


of meningococcal disease are highest among infants, 
i second peak it avg \ l ( 1 


O04 


unpublishe d 


etravalent (A, C, Y, W-135) meningococcal con 
1 
ine ((MCV4] MenactralM; manufactured by 


| 
Sanofi Pasteur, Swiftwater, Pennsylvania) was licensed in 


1 


nuary 2005 for persons wed 11—55 years. CDC's Advi 


Committee on Immunization Practices (ACIP) recom 


routine vaccination with MCV4 of young adolescents 


idolescen high school entry if not 
college freshmen living in dormitories 


he new conju 


| 
meningococcal 


issis Increased for the 


100.000 popul ition 


2003. The number of 

1959. Of the cases for 

d among infants 

months who were too young to have received the 

> doses of diphd eria and tetanus toxoids and 
iccine recommended by 


group had the highest reported rate (136.5 


per 100,000 population). Among older infants aged 6-11 


months, the rate was 31.8 per 100,000. Among older chil 


16.9 among children aged 1-4 


dren idults, rate 
6 among ildres y 9 yea 25.9 among 
ind adolesc« wed 19 years, and 3.5 among 

20 vears 
ertussis continues to cause morbidity in the United States 
despite high coverage levels for childhood pertussis vaccine. 
During 1994-2004, the reported pertussis rate pet 


100.000 population increased from 1.8 to 8.9. How much 


of this increase reflects greater recognition and better 
reporting of cases is unclear (/,2). Although infants have 
the highest morbidity associated with pertussis, adolescents 
and adults now account for the majority (67%) of reported 
cases. They become susceptible to disease when vaccine 
induced immunity wanes, approximately 5-10 years after 


pertussis vaccination (2 


[wo tetanus toxoid, reduced diphtheria toxoid and acel 
lular pertussis vaccine, adsorbed (Tdap) products were 
licensed by the Food and Drug Administration in 2005 as 
single-dose booster vaccines to provide protection against 
tetanus, diphtheria, and pertussis. CDC’s Advisory Com- 
mittee on Immunization Practices (ACIP) recommends the 
routine use of [dap vaccines among adolescents ged 1] 

18 years in place of tetanus and diphtheria toxoids (Td) 
vaccines (3). ACIP also has made a provisional recommen- 
dation that adults aged 19-64 years receive a single dose of 
ldap to replace the next dose (4). The primary objective of 


idministering the adolescent pertussis booster is to protect 


adolescents and adults against pertussis. Strategies for use 


of [dap in adults are under review 


)¢ js 


Plague 


Che number of human plague cases reported in 2004 
remained low, compared with an annual average of 13 cases 


reported during 1980-1999. All cases were acquired from 
either infected fleas or contact with infected rabbits in Colo 
rado or Wyoming. One case was fatal. In addition to a 
decreased number of human cases, limited epizootic activ 
ity has been reported in the southwestern United States 
which is likely secondary to hot summer and dry winter 
conditions experienced during recent years. Continued sur- 
veillance is critical because of the potential use of plague as 


a bioterrorist agent. 
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Rubella and Congenital Rubella 
Syndrome (CRS) 


One of the national health goals for 2010 is to eliminate 
rubella and CRS in the United States (objective 14-1) (/). 
On October 29, 2004, a nine-person independent panel 
unanimously agreed that rubella is no longer endemic in 
the United States (2). 

1. US Department « 


understanding 


informing he 


DC: US Department « 


Salmonellosis 


During 2004, as in previous years, the majority (64%) of 
reported cases of salmonellosis occurred during July 
October. Salmonella isolates are reported by serotyps« 
through the Public Health Laboratory Information System 
Since 1993, the two most frequently reported isolates have 
been S. enterica serotype Typhimurium and S. enterica sero 
type Enteritidis (/). During 2004, overall incidence of 
Salmonella in FoodNet active surveillance sites was 14.5 
cases per 100,000 population, representing a decrease of 
8% compared with 1996-1998 (2). This decrease was 
attributable largely to a 41% decrease in incidence of 
S. enterica serotype Typhimurium. Incidence of S. Enteriti 
dis remained unchanged, and incidence of S. Newport and 


S. Javiana increased 41% and 167%, respectively (2). A 


substantial proportion of S. enterica serotype Typhimurium 


and S. enterica serotype N 


Newport isolates are resistant to 
multiple drugs; national surveillance of S. enterica serotype 
[yphimurium strains conducted in 2002 indicated that 
40% were resistant to one or more drugs and that 34% had 
a five-drug resistance pattern characteristic of a single 
phage type, DT104 (3). During 1998-2002, the propor- 
tion of five-drug resistant strains of 5S. enterica serotype 
Newport increased substantially, from 1 in 1998 to 22% 
in 2002 (3,4). 
CDC. PHLIS surveillance data. Sa/monella annual summaries. Atlanta 
GA: US Department of Health and Human Services, CDC; 2002. Avail 
ible at http: www.cdc.gov/ncidod ibmd phlisdata salmonella.htm 
2. CDC. Preliminary FoodNet Data on the incidence of infection with 
pathogens transmitted commonly through food—selected sites, United 
States, 2004. MMWR 2005;54:352-6 
3. CDC. Human isolates final report, 2002. National Antimicrobial Resis 
tance Monitoring System: enteric bacteria. Atlanta, GA: US Department 
of Health and Human Services, CDC; 2002. Available at http: 


www.cdc.gov/narms. 


Fontana J, Crowe C, et al. Emergence of multi-drug resistant 
ca serotype Newport infections resistant to expanded 


ephalosporins in th United States. ] Infect Dis 2003;188 0 16 


Shigellosis 


[he approximately 14,000 cases of shigellosis reported 
to CDC in 2004 represent a substantial decrease from the 
reported annual totals since 1978, which have uniformly 
exceeded 17,000 cases. Shigella sonnei intections continue 
to account for >75% of shigellosis in the United States (/). 
Prolonged, multistate outbreaks of S. sonnei infections trans- 
mitted in child care centers, where maintenance of good 
hygienic conditions requires special care account for much 
of the problem (2,3). Shigellae also can be transmitted 
through contaminated foods, sexual contact, and water used 
for drinking or recreational purposes (/). A new serotype of 
Shigella boydii has been reported in the United States and 


Canada (4). 


lune 2001—M 1003. MMWR 2004:53-60 

Sivapalasingam S, Nelson JM, Joyce K, Hoekstra M, Angulo FJ 
Mintz ED. A high prevalence of antimicrobial resistance among S/i 
gella isolates in the United States, 1999-2002. Antimicrob Agents 


Chemother 2006. In press 


Syphilis, Primary and Secondary 


In 2004, rates of primary and secondary syphilis increased 
for the fourth consecutive year to the highest level (2.7 cases 
per 100,000 population) reported in the United States since 
1997 (1). These increases occurred only among men; iiow- 
ever, for the first time in >10 years, the rate of primary and 
secondary syphilis among women did not decrease but re- 
mained essentially unchanged from 2003. Rates increased 
among both black and white men. CDC is collaborating 
with partners from throughout the United States to revise 
the Syphilis Elimination Plan for 2005-2010 (2). 

1. CDC, Primary and secondary syphilis—l nited States, 2003-2004 

MMWR 2006;55:269-—73 
2. CDC. Sexually transmitted disease surveillance, 2004. Atlanta, GA: U.S 

Department of Health and Human Services, CDC. Available at http 


j 


www.cdc.gov/STD/stats/04pdf/2004surveillance ll. pdf 
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PART 1 


Summaries of Notifiable Diseases 
in the United States, 2004 








Abbreviations and Symbols Used in Tables 


Data not available. 

Not notifiable (i.e., report of disease is not required in that jurisdiction). 
No reported cases. 

Rates <0.01 after rounding are listed as 0. 

Data in the MMWR Summary of Notifiable Diseases — United States, 2004 
might not match data in other CDC surveillance reports because of 
differences in the timing of reports, the source of the data, and case 
definition. 
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TABLE 1. Reported cases of notifiable diseases,” by total number of cases, rank', and rate’ — United States, 2004 
Disease No. of cases Rank Rate 








. ‘ 4 2 £4 
Ail 4¢ 08 3 15.2 
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TABLE 1. (Continued) Reported cases of notifiable diseases,” by total number of cases, rank,t and rate’ — United States, 2004 
Disease No. of cases Rank Rate 
Hepatitis A, acute 5,683 16 1.9 
Hepatitis B, acute 6,212 15 1 
Hepatitis C, acute 720 29 0.3 
Legionellosis 2,093 21 7 
Listeriosis 753 28 
Lyme disease 19,804 9 
Malaria 1,458 24 
Measles 37 
Meningococcal disease 361 
Mumps 258 
Pertussis 
Plague 
Psittacosis 
Q fever 
Rabies 
Animal 








Human 

Rocky Mountain spotted fever 
Rubella 

Salmonellosis 

Shigellosis 

Streptococcal disease, invasive, group A 
Streptococcal toxic-shock syndrome 
Streptococcus pneumoniae, invasive 
Drug-resistant’s 

Age <5 yrs%s 

Syphilis, total, all stages 

Congenital (age <1 yr)** 

Primary and secondary” 

Tetanus 

Toxic-shock syndrome 
Trichinellosis 

Tuberculosis*** 

Tularemia 

Typhoid fever 

Vancomycin-resistant Staphylococcus aureus 
Varicella (chickenpox)%% 

Varicella deaths'TT 





Totals reported to the Division of TB Elimina 


rovided by Epiderr 
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TABLE 2. Reported cases of notifiable diseases,* by geographic division and area — United States, 2004 
Total resident 
population Botulism 
Area (in thousands) AIDS' Foodborne Infant Others Brucellosis Chancroid" 
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TABLE 2. (Continued) Reported cases of notifiable diseases,* by geographic division and area — United States, 2004 
Area Chiamydia*t Cholera Coccidioidomycosis Cryptosporidiosis Cyclosporiasis 








UNITED STATES 929,462 . 6,449 


NEW ENGLAND 31,222 
Maine 2,113 
N o4 1 y, 2°26 
Vt 1 
Mass 13 

R.} 

Conn 


MID. ATLANTIC 
Upstate N_Y. 
N.Y. City 

N.J 

Pa 


W— WA - 
Oona SS 


~bhph4 WOOD 


E.N. CENTRAL 
Ohio 

Ind 

tl 


Mich 


on 


“J © 


Wis 

W.N. CENTRAL 
Minn 

lowa 

Mo 

N. Dak 

S. Dak 

Nebr 


Kans 


S. ATLANTIC 
Del 

Md 

D.C 

Va 

W.Va 

N.C 

S.C 

Ga 


Fla 
E.S. CENTRAL 


y 
Tenn 
Ala 


Miss 


W.S.CENTRAL 
Ark 

La 

Okla 


Tex 


MOUNTAIN 
Mont 
Idaho 
Wyo 
Colo 

N. Mex 
Ariz 
Utah 
Nev 
PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawaii 


Amer. Samoa 
C.N.M.1 





N: Not notifiable. U: Unavailable. —:No reported cases. PR.: Puerto Rico V.I.: U.S. Virgin Islands —C.N.M.1.: Commonwealth of Northern Mariana Islands 
T Totals reported to the Division of STD Prevention, NCHSTP. as of May 20, 2005. Chlamydia refers to genital infections caused by Chlamydia trachomatis 
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TABLE 2. (Continued) Reported cases of notifiable diseases,“ by geographic division and area — United States, 2004 
Ehrlichiosis Encephalitis/meningitis, arboviral®® 
Human Human California Eastern 
granulocytic monocytic serogroup equine Powassan St. Louis West Nile 
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TABLE 2. (Continued) Reported cases of notifiable diseases,* by geographic division and area — United States, 2004 
Enterohemorrhagic Escherichia coli 
Shiga toxin positive 


Non- Not 
0157:H7 0157 serogrouped Giardiasis Gonorrhea™ serotypes 





Haemophilus influenzae, invasive disease 
Age <5 yrs 


All ages, Serotype Nonserotype Unknown 
b b serotype 

















Area 


UNITED STATES 316 308 
NEW ENGLAND 
Maine 

N.H 

Vt 

Mass 

R! 

Conn 

MID. ATLANTIC 
Upstate N.Y. 


46 16 


y) 


W.N. CENTRAL 


Minn 


N.S.CENTRAL 


MOUNTAIN 
Mont 


PACIFIC 
Wast 

Oreg 
Calif 
Alaska 
Hawaii 


Guam 


PF 
VI 
Amer. Samoa 

C.N.M.1 

N: Not notifiable U: Unavailable No reported cases PR.: Puerto Ric VAL Virgin Islands C.N.M.1.: Commonwealth of Northern Mariana Isla 
f STD Prevention, NCHSTP. as of May 20. 2005 


rele 





Totals reported to the Division 
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TABLE 2. (Continued) Reported cases of notifiable diseases,“ by geographic division and area — United States, 2004 
Hemolytic 
Hansen Hantavirus uremic 
disease pulmonary syndrome, Hepatitis, acute viral 
(leprosy) syndrome postdiarrheal B snes Legionellosis Listeriosis 
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TABLE 2. (Continued) Reported cases of notifiable diseases,* by geographic division and area — United States, 2004 
Lyme Measles Meningococcal 








Area disease Malaria Indigenous Iimported'tt disease Mumps Pertussis 


Plague 





UNITED STATES 19,804 
NEW ENGLAND 3,630 
Maine : 


N.H y : 7 134 
Vt 50 A ‘ ‘ 


1.361 258 25 827 


6 2,328 


196 


Mass 
R] 


Conn 


MID. ATLANTIC 
Upstate N.Y 
N.Y. City 

N.J 

Pp a 

E.N. CENTRAL 
Ohio 

Ind 


Mich 

W S 
W.N.CENTRAL 
Minn 

lowa 

Mo 

N. Dak 

S. Dak 

Nebr 

Kans 


S.ATLANTIC 
Del 

Md 

D.C 

Va 

W.Va 

N.C 

S.C 

Ga 


-la 


E.S. CENTRAL 
Ky 

Tenn 

Ala 

Miss 


W.S.CENTRAL 
Ark 

La ] 9 23 
Okla : ) ) 1 120 
Tex 1,184 
MOUNTAIN 2,134 
Mont 84 
Idaho 66 
Wyo 35 
Coio 184 
N. Mex 158 
Ariz 278 
Utah 276 
Nev 53 
PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawaii 


422 


IS 


-=—-M Oo = 
PMNOOWLA DONWOD— 


INDTODANwWOoO 


2,622 
842 
627 

1,109 

14 
30 


Guam 

PR - — 

V1 - -- 
Amer. Samoa - — _ 
C.N.M.1 - — — 





N: Not notifiable. U: Unavailable. —:No reported cases. PR.: Puerto Rico V.I.: U.S. Virgin Islands —C.N.M.1.: Commonwealth of Northern Mariana Islands 
"IT Imported cases include only those directly related to importation from other countries 
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TABLE 2. (Continued) Reported cases of notifiable diseases,* by geographic division and area — United States, 2004 
Rabies Rocky Mountain 
Area Psittacosis Q Fever Animal Human spotted fever Rubella Salmonellosis Shigellosis 
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TABLE 2. (Continued) Reported cases of notifiable diseases,* by geographic division and area — United States, 2004 





Streptococcal Streptococcus 
disease, Streptococcal pneumoniae, Syphilis*®*$ 
invasive, toxic-shock invasive Congenital Primary and 
group A syndrome Drug-resistant Age <5 yrs All stages™ (age <1 yr) secondary Tetanus 











ROL 1¢ 7 OF 


Aska 
Hawa 

uam 
PR 

ji 
Amer. Samoa 
C.N.M.1 





N: Not notifiable. U: Unavailable f Northern Mariana Islands 
Totals reported to the Division of STD Prevention, | STP. é May 20 5 

bia Includes the followin - . . minilic ear ; nt te w linical manifestations ther than neur 

unknown latent), anc 
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TABLE 2. (Continued) Reported cases of notifiable diseases,* by geographic division and area — United States, 2004 
Vancomycin- 
resistant 
Toxic-shock Typhoid Staphylococcus Varicella Varicella 
Area syndrome Trichinellosis Tuberculosis**** Tularemia fever aureus" (chickenpox) deaths**** 
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TABLE 3. Reported cases and incidence’ of notifiable diseases,t by age group — United States, 2004 


<1 yr 1—4 yrs 5-14 yrs 15-24 yrs 25-39 yrs 40-64 yrs 
Disease No. No. Rate No. Rate No. Rate No. Rate No. Rate 
AIDS ea j x 
Botulism, foodbome 





>65 yrs Age not 


No. Rate stated Total 
18,932 09 2019 A ( rs 








<4 


24 44,108 
3 ) ) 4 ) 1 ) 6 
Infant r bal 
Other (includes wound 
and unspecified { . = w 
Brucellosis € ( : < : ; / : 
Ct lamydiat’* r 1¢ 2 2 & , 7 3 , 4 f R ¢ 7 10 qc 929,462 
C nowera 0 4 ' 5 
Coccidioidomycosistt a 24 4 1 ? : 
Cryptosporidiosis - 3.3 1 4 1 ’ 2 oA j 3577 
Cyclosporiasis 1 ’ 0 ; = ‘ : me 
Ehrlichiosis 
Human granulocytic y 3 ) = 3 1 23 3 ¥ 5 537 
Human monocytic : 1 od 1 “ 16 ‘ : . = 
Encephalitis/meningitis arbovir 
Califomia serogrour 
Eastem equine 
Powossan 
St. Louis 
West Nile 
Enterohemorrhagic 
Escherichia coli(EHEC 
EHEC 0157:H7 
EHEC non-0157 
EHEC, notserogrouped 
Giardiasis 
Gonorrthea** 
Haemophilus influenzae 
All ages/serotypes 
Age <5 yrs, serotyp 
Age <5 yrs, nonserotype t 
Age <5 yrs, unknown serotype 
mMansen disease (leprc 
Hantavirus pulmonary sy 
Hemolytic uremic syn 
postdiarmeal 
Hepatitis A, acute 


Hepatitis B, acute 





* Per 100,000 population 


' No cases of anthrax; diphtheria; influenza-associated pediatric mortality; paralytic poliomyelitis; rubella, congenital syndrome; severe acute respiratory syndrome—associated 
coronavirus; smallpox; vancomycin-intermediate Staphylococcus aureus; western equine encephalitis; or yellow fever were reported in 2004 
Total number of acquired immunodeficiency syndrome (AIDS) cases reported to the Division of HIV/AIDS Prevention—Surveillance and Epidemiology, National Center for HIV, STD 
and TB Prevention (NCHSTP), through December 30, 2005 


‘| Chlamydia refers to genital infections caused by Chlamydia trachomatis 


** Age-related data are collected on aggregate forms different from those 
Cases among persons aged <15 years are not shown because some might not be caused by sexual transmission; these cases are included in the totals. Totals reported to the 
Division of STD Prevention, NCHSTP, as of April 29, 2005 

1 Notifiable in <40 states 


ised for the number of reported cases. Thus, total cases reported here will differ slightly from other tables 
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TABLE 3. (Continued) Reported cases and incidence* of notifiable diseases, by age group — United States, 2004 
<1 yr 1-4 yrs 5-14 yrs 15-24 yrs 25-39 yrs 40-64 yrs >65 yrs Age not 
Disease No. Rate No. Rate No. Rate No. Rate No. Rate No. Rate No. Rate stated Total 











194 1,044 1 "2B & 
AL ) ¥E 


45% 
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TABLE 4. Reported cases and incidence’ of notifiable diseases,‘ by sex — United States, 2004 








Disease No. 


Rate 


Female 





No. 


Rate 


Sex not stated 
No. 





AIDSS 32,415 
Botulism 

Foodborne 

Infant 

Other (includes wound and unspecified) 

Brucellosis 

Chancroid‘ 

Chliamydia™** 

Cholera 

Coccidioidomycosis't 

Cryptosporidiosis 

Cyclosporiasis 

Enrlichiosis 

Human granulocytic 

Human monccytic 

Encephalitis/meningitis, arboviral 

California serigroup 

Eastern equine 

Powassan 

St. Louis 

West Nile 719 
Enterohemorrhagic Escherichia coli (EHEC) 

EHEC 0157:H7 1,192 
EHEC non-0157 146 
EHEC, not serogrouped 116 
Giardiasis 11,371 
Gonorrhea’ 157,303 
Haemophilus influenzae, invasive, all ages/serotypes 970 
Age <5 yrs, serotype b 13 
Age <5 yrs, nonserotype b 79 
Age <5 yrs, unknown serotype 102 
Hansen disease (leprosy) 56 
Hantavirus pulmonary syndrome 13 
Hemolytic uremic syndrome, postdiarrheal 83 
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11,693 
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36 
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48 
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716,675 
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2,675 
1,573 
98 


40 
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4 
414 


1,335 
169 
178 

8,954 

72,142 

1,107 


111 


0.1 
0.1 
7.1 


0.7 
0.1 
0.6 
0.8 
0 

0 

0.1 


16 

87 

30 

114 

30 
929,462 
5 

6,449 
3,577 
171 


537 
338 


19 


177 
105 

24 
200 





* Per 100,000 population. 


tT No cases of anthrax; diphtheria; influenza-associated pediatric mortality; paralytic poliomyelitis; rubella, congenital syndrome; severe acute respiratory 
syndrome—associated coronavirus; smallpox; vancomycin-intermediate Staphylococcus aureus; western equine encephalitis; or yellow fever were 
reported in 2004. 

§ Total number of acquired immunodeficiency syndrome (AIDS) cases reported to the Division of HIV/AIDS Prevention—Surveillance and Epidemiology 
National Center for HIV, STD, and TB Prevention (NCHSTP), through December 31, 2005 

1 Totals reported to the Division of STD Prevention, NCHSTP, as of May 20, 2005. 

** Chlamydia refers to genital infections caused by Chlamydia trachomatis. 

TT Notifiable in <40 states. 
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TABLE 4. (Continued) Reported cases and incidence’ of notifiable diseases,t by sex — United States, 2004 
Male Female Sex not stated 
Disease : ' Rate No. 
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TABLE 5. Reported cases and incidence* of notifiable diseases, by race — United States, 2004 
American Asian 
Indian or or Pacific 
Alaska Native Islander Black White 
Disease No. Rate No. Rate . Rate No. Rate 
AIDSS 238 9.8 542 4.2 1,869 59.9 16,436 3.3 
Botulism 
Infant 
Other (includes wound 
and unspecified 
Brucellosis 
Chlamydia‘** 
Coccidioidomycosis™ 
Cryptosporidiosis 
Cyclosporiasis 
Ehrlichiosis 
Human granulocytic 
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not 
stated 











87 


i) 


30 

114 
929,462 
6,449 
3,577 
171 


re) 


2 oO — WW © 
WN @ 
Oo © 


& © © 
D> C 


Oo ¢ 


re 


537 
338 


Human monocytic 

Encephalitis/meningitis, arbovira 

California serogroup 

West Nile 

Enterohemorrhagic 

Escherichia coli (EHEC 
0157:H7 


non-O 


112 
1,142 


> 
> WwW 


2,544 
316 
308 

20,636 
330,132 


+ ©) 
o-— 
x 


On Nh UI 
“ 


ow od Ww 
> 
> UI 
moo @w 


> 


+ W 
t 


Ww 
NN 
o 


©o 


2,085 
135 
177 
105 


unknown 


oo oO oD 


OM W 


(leprosy 


syndrome 





| n72a ec iato nodiat ny reality : a r} a cr 10 
uenza-associated pediatric mortality alytic p my t alla, congenit 
ylococcus aureus, western e 
n this tabie 


yndrome (AIDS) d Epidemiology 


on (NCHSTP 


2lecommunications System for Surveillance (NETSS), certain data on ethnicity are collected 
Thus, the total number of cases reported here can differ slightly from totals reported 
f STD Prevention, NCHSTP, as of April 29, 2005 
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TABLE 5. (Continued) Reported cases and incidence’ of notifiable diseases,’ by race — United States, 2004 
American Asian Race 
indian or or Pacific not 

Alaska Native islander Black White Other stated 


Disease No Rate No Rate No Rate No Rate No. No 
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TABLE 6. Reported cases and incidence’ of notifiable diseases,' by ethnicity — United States, 2004 





Ethnicity 
Hispanic Non-Hispanic not 
Disease No Rate No. Rate stated Total 


AIDS 8314 20.8 34,019 13 1,775 44,108 
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ough December 31, 2005 
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lected through the National Electronic Te ymmunications System for Surveillance (NETSS), certain data on ethnicity are collected 
different from those used for reported cases. Thus, the total number of cases reported here can differ slightly from totals reported 
a= T, 


summaries. Totals reported to the Division of STD Prevention, NCHSTP. as of April 29, 2005 
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TABLE 6. (Continued) Reported cases and incidence* of notifiable diseases, by ethnicity — United States, 2004 

Ethnicity 
Hispanic Non-Hispanic not 

Disease No. Rate No. Rate stated 
Hepatitis A, acute 1,106 2.8 2,099 
Hepatitis B, acute 400 1.0 3,035 
Hepatitis C, acute 45 0.1 314 
Legionellosis 60 0.2 949 
Listeriosis 0.3 282 
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TABLE 7. Deaths from selected notifiable diseases — United States, 2002* 





Deaths 





Cause of death ICD-10T cause of death code Rank§ 





oOj;zZ 
oOOTlO 
i]. 


AIDS** B20-B24 
Coccidioidomycosis B38 

Hemolytic uremic syndrome, postdiarrheal D59.3 

Hepatitis A, acute B15 

Hepatitis B, acute B16 

Hepatitis C, acute B17.1 
Legionellosis A48.1 

Listeriosis A32 

Malaria B50-B54 
Meningococcal disease A39 

Pertussis A37 
Salmonellosis A02 
Streptococcal disease, invasive, group A A40.0, A49.1, B95.0 
Streptococcus pneumoniae, invasive disease (age <5 yrs) A40.3, B95.3, J13 
Syphilis, total, all stages A50-A53 
Toxic-shock syndrome A48.3 
Tuberculosis A15-A19 
Varicella 301 
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SOURCE: CDC. CDC WONDER Compressed Mortality files (http://wonder.cdc.gov/mortSQL.html) provided by the National Center for Health Statistics 


National Vital Statistics System, 1999-2002. Underlying causes of death are classified according to |CD-10. Data for 200 
limited by the accuracy of information regarding the underlying cause of death indicated on death cer 
System 


* Includes only causes of death corresponding to notifiable infectious diseases with >10 deaths 


C 


' World Health Organization. International Statistical Classification of Diseases <¢ ted Health Problems, Tenth Revision, 1992 
ate 


’ A“1” indicates the gre 0 
CRMs was 288,356,713; for children aged <5 years, the tota 
‘| Crude mortality rate per 100,000 population 


lired immunodeficiency 


eyndrame 
synorome 


' Indicates unreliable CMR as a result of small 


t availiable 


tificates and reported to the National Vital 


Data are 


Cratictine 
otatistics 


st number of deaths. The 2002 total popu (including males a of all ages, races, and ethnicities) used to c 
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PART 2 


Graphs and Maps for Selected Notifiable Diseases 
in the United States, 2004 





Abbreviations and Symbols Used in Graphs and Maps 
Data not available. 


Not notifiable (i.e., report of disease not required in that jurisdiction). 
American Samoa 


Commonwealth of Northern Mariana Islands 
Guam 

Puerto Rico 

U.S. Virgin Islands 
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ACQUIRED IMMUNODEFICIENCY SYNDROME (AIDS). Percentage of reported 
cases, by race* — United States and U.S. territories, 2004 


ACQUIRED IMMUNODEFICIENCY SYNDROME (AIDS). Incidence* — United States’ 
and U.S. territories, 2004 
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ACQUIRED IMMUNODEFICIENCY SYNDROME (AIDS). Number of reported pediatric* 
cases — United States and U.S. territories, 2004 














BOTULISM, FOODBORNE. Number of reported cases, by year — United States, 
1984-2004 
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BOTULISM, INFANT. Number of reported cases, by year — United States, 1984-2004 
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1994 1999 
Year 


the moct 
} € 10S 


common type of botulism in the United States. Cases are sporadic, and 
; remain substantially unknown 


BOTULISM, OTHER (includes wound and unspecified). Number of reported cases, 
by year — United States, 1994-2004 
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Wound botulism continues to constitute a significant proportion of botulism cases. Wound botulism 
cases occur almost exclusively in the western United States among injection-drug users and are 
associated with a particular type of heroin known as Black Tar Heroin. In 2004, four cases of 
severe botulism were associated with injection of a highly concentrated, unlicensed botulinum 
toxin for the cosmetic treatment of facial wrinkles. 
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BRUCELLOSIS. Number of reported cases, by year — United States, 1974-2004 





Number 











yf bruce has remained stable in recent years, reflecting an ongoing risk for 
Brucella suis acquired through contact with feral swine in the United States, and 
tensis and abortus acquired through exposure to unpasteurized milk products in 


endemic brucellosis in sheep, goats, and cattle 


BRUCELLOSIS. Number of reported cases — United States and U.S. territories, 
2004 
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The majority of cases of brucellosis in the United States occur among returned travelers or 
immigrants from areas in which animal brucellosis is endemic, in particular South and Central 
America 
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CHLAMYDIA. Incidence* among women — United States, 2004 














CHOLERA. Number of reported cases — United States and U.S. territories, 2004 
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COCCIDIOIDOMYCOSIS. Number of reported cases — United States* and U.S. 
territories, 2004 
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DIPHTHERIA. Number of reported cases, by year — United States, 1974-2004 
450 





DIPHTHERIA. Number of reported cases, 
by year — United States, 1989-2004 





Outbreak of (mostly) 
*— cutaneous diphtheria, 
Seattle, WA 


Number 











Number 


1994 1999 2004 
Year 


Cutaneous diphtheria no longer 
nationally notifiable 











1984 1989 1994 1999 2004 
Year 


In 2004, the national health objective for 2010 of zero cases of respiratory diphtheria was achieved 


only 3 previous years (1986 


reported 


1993, and 1995) have no cases of respiratory diphtheria been 


EHRLICHIOSIS, HUMAN GRANULOCYTIC. Number of reported cases — United 
States and U.S. territories, 2004 














Human ehrlichiosis is an emerging tickborne disease that only became nationally notifiable in 1999 
(in four states, ehrlichiosis is not a notifiable disease). Identification and reporting of human 
ehrlichioses are incomplete, and numbers of cases reported in this publication are not definitive for 
the overall distribution or the regional prevalence of disease 
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EHRLICHIOSIS, HUMAN MONOCYTIC. Number of reported cases — United States 
and U.S. territories, 2004 
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Human ehrlichiosis is an emerging tickborne disease that only became nationally notifiable in 1999 

n four states, ehrlichiosis is not a notifiable disease). Identification and reporting of human 
ehrlichioses are incomplete, and numbers of cases reported in this publication are not definitive for 
the overall distribution or the regional incidence of disease 
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ENCEPHALITIS/MENINGITIS, ARBOVIRAL. Number* of reported cases, by year — 
United States, 1995-2004 
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1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 
Year 
*Data from the National Center for Infectious Diseases (ArboNet Surveillance) 


Arboviral diseases are seasonal, occurring during the summer and fall, with incidence peaking in 
the late summer. The most common arboviruses affecting humans in the United States are West 
Nile virus (WNV), La Crosse virus (LACV), Eastern Equine Encephalitis virus (EEEV), and St. 
Louis encephalitis virus (SLEV) 


California serogroup viruses (mainly LACV in the eastern United States) cause encephalitis, 
especially in children. In 2004, cases were reported in 13 states (Florida, Georgia, lowa, Illinois, 
Indiana, Louisiana, Minnesota, North Carolina, Ohio, Tennessee, Virginia, Wisconsin, and West 
Virginia). During 1964-2004, a median of 68 (range: 29-167) cases per year were reported in the 
United States. EEEV disease in humans is associated with high mortality rates (>20%) and severe 
neurologic sequelae. In 2004, cases were reported in three states (Massachusetts, North Carolina, 
and South Carolina). During 1964-2004, a median of four (range: 0-15) cases per year were 
reported in the United States. Before the introduction of West Nile virus in the United States, SLEV 
was the nation’s leading cause of epidemic viral encephalitis. In 2004, cases were reported in five 
states (Arizona, Kansas, Michigan, Oklahoma, and Texas). During 1964-2004, a median of 26 
(range: 2—1,967) cases per year were reported in the United States. 
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ENCEPHALITIS/MENINGITIS, ARBOVIRAL, WEST NILE. Number of reported cases, 
by county — United States, 2004 
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In 2004, a total of 37 states and the District of Columbia (DC) reported neuroinvasive West Nile 
virus (WNV) disease. Since WNV was first recognized in the United States during an encephalitis 
outbreak in New York City in 1999, a median of 603 (mean: 1,183; range: 19-2,946) neuroinvasive 
cases per year were reported in the United States. 
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ESCHERICHIA COLI, ENTEROHEMORRHAGIC 0157:H7. Number of reported cases — 
United States and U.S. territories, 2004 
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- 
were made nationally notifiable, although a substantial number of laboratories 
apacity to isolate and identify E. coli serotypes other than E. coli 0157:H7 


GIARDIASIS. Incidence* — United States and U.S. territories, 2004 














*Per 100,000 population 


Transmission of Giardia continues to occur throughout the United States with increased diagnosis 
or reporting occurring in northern states. However, state incidence figures should be compared 
with caution because individual state surveillance systems have varying capabilities to detect 
cases. Peak onset of giardiasis occurs annually during summer through early fall, coinciding with 
the summer recreational water season 
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GONORRHEA. Incidence* — United States, 2004 
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GONORRHEA. Incidence,* by sex — United States, 1989-2004 





Incidence 

















YOU popuilatior 


e overall incidence of gonorrhea in the United States has declined 


was signtly higher among women then among men 
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GONORRHEA. Incidence,* by race/ethnicity — United States, 1989-2004 
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Asian/Pacific Islander 
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*Per 100,06 population 

Gonorrhea incidence among blacks decreased considerably in the 1990s but continues to be the 

highest among ail racial/ethnic populations. In 2004, gonorrhea incidence among non-Hispanic 

blacks was approximately 19 times greater than that for non-Hispanic whites 


HAEMOPHILUS INFLUENZAE, INVASIVE DISEASE. Incidence,* by age group — 
United States, 1991-2004 
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*Per 100,000 population 


Before the introduction of conjugate Haemophilus influenzae serotype b (Hib) vaccines in 1987 
ncidence of invasive Hib disease among children aged <5 years was estimated to be 100 cases 
per 100,000. In 2004, the incidence of invasive H. influenzae disease (all serotypes and all age 
groups) was 0.7 cases per 100,000. Serotype information was reported for only 47% of cases; of 
those cases typed, 12% were Hib, and the remainders were other serotypes or nontypeable 
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HANSEN DISEASE (LEPROSY). Number of reported cases, by year — United States, 
1974-2004 

















HANTAVIRUS PULMONARY SYNDROME. Number of reported cases, by survival 
status* and year — United States, 1995-2004 
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Data from the National Center for Infectious D 


Hantaviruses are present in wild rodents throughout North America and continue to cause sporadic 
cases of severe illness associated with occupational or peridomestic rodent exposure 
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HEMOLYTIC UREMIC SYNDROME, POSTDIARRHEAL. Number of reported cases — 
United States and U.S. territories, 2004 
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cases of postdiarrhea emolytic uremic syndrome HUS) are 
Infection with other serotypes of Shiga toxin-producing 


ctious and noninfectious etiologies. Approximately 50% of 


lildren aged <5 year 


HEPATITIS A. Incidence* — United States and U.S. territories, 2004 





mum >20 











hepatitis A vaccination was recommended for children living in 11 states with 

vated disease rates. Since then, hepatitis A rates have declined in all regions with 

ccurring in the west where 10 of these states are located. Hepatitis A rates 
regions 
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HEPATITIS, VIRAL. Incidence,* by year — United States, 1974-2004 
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LEGIONELLOSIS. Incidence,* by year — United States, 1989-2004 
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ncrease in the incidence of Legionnaires disease that began in 2003 has been sustained in 
it is unclear whether this increase is attributable to a true increase in transmission, greater 

yf diagnostic testing, or increased reporting 
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LISTERIOSIS. Incidence* — United States and U.S. territories, 2004 





Es DC 
vc 


| as 
] CNMI 
] Gu 
| PR 


}vi 





| 0.01-0.18 TD) 0.19-0.28 es 
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Listeriosis was made a nationally notifiable disease in 2000. Although the infection is relatively 
uncommon, listeriosis is a leading cause of death attributable to foodborne illness in the United 
States. Recent outbreaks have been linked to deli meats and unpasteurized cheese 


LYME DISEASE. Number of reported cases, by county — United States, 2004 














“In 2004, a total of 173 counties in which >15 cases were reported accounted for 91% of reported 
cases 


A rash that might be diagnosed as Lyme disease can occur after bites of the Lone Star tick 
(Amblyomma americanum). These ticks, which do not transmit the Lyme disease bacterium, are 
common human-biting ticks in the southern and southeastern United States. 
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MALARIA. Incidence,* by year — United States, 1990-2004 
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The decrease in malaria cases in recent years, particularly since 2001, might be attributed partly 
to decreased immigration from areas in which malaria is endemic 


MEASLES. Incidence, by year — United States, 1969-2004 
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MEASLES. Incidence,* by year 
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Measles incidence remains at less than one case per million population 
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MENINGOCOCCAL DISEASE. Incidence,* by year — United States, 1974-2004 
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7 
1994 


*Per 100,000 population 


Surveillance data from 2004 indicate that incidence is highest among infants with a second peak 
juring adolescence. In 2005, a tetravalent (A, C, Y, and W-135) meningococcal conjugate vaccine 
was licensed and recommended for adolescents and others at increased risk for disease. Over 
time, the new vaccine is expected to have a substantial impact on the burden of meningococcal 
disease in the United States 


MUMPS. Incidence,* by year — United States, 1979-2004 
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In 2004, of 258 reported cases, 89 (31%) were laboratory confirmed 
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PERTUSSIS. Incidence,* by year — United States, 1974-2004 
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PERTUSSIS. Number of reported cases,* by age group — United States, 2004 
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“Of 25,827 cases, age was reported unknown for 655 cases 


During 1990-2004, the proportion of cases reported in persons aged >10 years increased from 
20% to 67%. In 2005, the first pertussis vaccines for persons aged >10 years were licensed in the 
United States 
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Q FEVER. Number of reported cases — United States and U.S. territories, 2004 














Q fever became nationally notifiable in 1999. Identification and reporting of Q fever is incomplete 


and the number of cases reported do not represent the overall distribution or regional incidence of 
jisease 


RABIES, ANIMAL. Number of reported cases among wild and domestic animals,* 


by year — United States and Puerto Rico, 1974-2004 
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*Data from the National Center for Infectious Diseases 


Periods of resurgence and decline of rabies incidence are primarily the result of cyclic reemergence 
primarily among raccoons in the eastern United States. Wildlife populations increase and reach 
densities sufficient to support epizootic transmission of the disease, resulting in substantial increases 
in reported cases. As populations are decimated by these epizootics, numbers of reported cases 
decline until populations again reach levels to support epizootic transmission of disease 
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ROCKY MOUNTAIN SPOTTED FEVER. Number of reported cases — United States 
and U.S. territories, 2004 














2s Of Rocky Mountain spotted fever might reflect alterations 
other tick-borne diseases. Biological factors (e.g., changes 


uating environmental conditions) also might be involved 


RUBELLA. Incidence,* by year — United States, 1974-2004 
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Evidence suggests that rubella is no longer endemic in the United States (CDC. Elimination of 
rubella and congenital rubella syndrome—United States, 1969-2004. MMWR 2005 
54:279-82) 
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SALMONELLOSIS and SHIGELLOSIS. Number of reported cases, by year — United 
States, 1974-2004 
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Shigellosis Outbreak in Illinois 


*——_ caused by contaminated 
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Foodborne transmission accounts for approximately 90% of salmonellosis in the United States. In 
summer 2004, outbreaks occurred in the northeastern United States attributable to roma tomatoes 
involving multiple serotypes of Saimonella. The most common seroytpes in the United States 
remain Salmonella Typhimurium, S. Enteritidis, and S. Newport 


STREPTOCOCCAL DISEASE, INVASIVE, GROUP A. Number of reported cases — 
United States and U.S. territories, 2004 
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STREPTOCOCCUS PNEUMONIAE, INVASIVE, DRUG-RESISTANT. Number of reported 
cases — United States and U.S. territories, 2004 














sonjugale pneumococcal vaccine for children was licensed in 2000. The vaccine targets seven 


mococcal serotypes, five of which are responsible for the majority of infections by resistant 

in the United States. Data from Active Bacterial Core surveillance, part of CDC’s 

ng Infections Program, indicate that rates of disease caused by resistant pneumococci 
ned since 2000 


SYPHILIS, CONGENITAL. incidence* among infants aged <1 year — United States, 
1974-2004 
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*Per 100,000 live births 


Incidence of congenital syphilis has declined since 1991. The decline is attributed primarily to the 
decline in incidence of syphilis among women 
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SYPHILIS, PRIMARY AND SECONDARY. Incidence* — United States, 2004 














*Per 100,000 population 


In 2004, the overall U.S. rate of primary and secondary syphilis was 2.7 cases per 100,000 
population, which is above the national health objective for 2010 of 0.2 cases per 100,000 population 
per year. Six states (lowa, Maine, North Dakota, South Dakota, Vermont, and West Virginia) 
reported rates at or below the national objective 


SYPHILIS, PRIMARY AND SECONDARY: Incidence,* by sex — United States, 1989-2004 
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*Per 100,000 population 


During 2003-2004, incidence of primary and secondary syphilis in the United States increased 
slightly, from 2.5 to 2.7 cases per 100,000 population. Among women, incidence remained 
unchanged during 2003-2004 at 0.8 cases per 100,000 population, the lowest rate for women 


since reporting began in 1941. Among men, rates increased during 2003-2004 from 4.2 to 4.7 
cases per 100,000 population 
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SYPHILIS, PRIMARY AND SECONDARY. Incidence,* by race/ethnicity — 
United States, 1989-2004 
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During 2003-2004, incidence of primary and secondary syphilis increased among all racial/ethnic 
populations: incidence for non-Hispanic blacks increased from 7.7 to 9.0 cases per 100,000 
population; among Hispanics from 2.9 to 3.2 cases per 100,000 population; among American 
Indians/Alaska Natives from 2.8 to 3.2 cases per 100,000 population; among non-Hispanic whites 
from 1.5 to 1.6 cases per 100,000 population; and among Asians/Pacific Islanders from 1.0 to 1.2 
cases per 100,000 population 


TETANUS. Number of reported cases, by year — United States, 1974-2004 
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In 2004, two (6%) of 34 reported tetanus cases were fatal. Although the number of reported cases 
in 2004 increased compared with the numbers reported in 2003 and 2002, incidence of reported 
tetanus in the United States continues at historically low levels. 
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TETANUS. Number of reported cases,* by age group — United States, 2004 
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* Of 34 cases, no cases with reported unknown age 


Tetanus continues disproportionately to affect older Americans, many of whom remain susceptible 
because they have never received a primary series of at least three tetanus toxin—containing 
vaccinations 


TRICHINELLOSIS. Number of reported cases, by year — United States, 1974-2004 
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Five cases of trichinellosis were reported from five states in 2005. All cases were isolated, and no 
fatalities were reported. The source of infection (bear meat) was identified in only a single case. This 
is the ninth consecutive year in which fewer than 25 cases were reported. 
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TUBERCULOSIS. Incidence* — United States and U.S. territories, 2004 








| <3.5 (low incidence) a 3.6-4.9 GM >4.9 (national average) 











*Per 100,000 population 


During 2004, a total of 12 states and DC reported tuberculosis rates above the national average 
(4.9 cases per 100,000 population), and 24 states met the definition for low incidence (<3.5 cases 
per 100,000 population) 


TUBERCULOSIS. Incidence,” by race/ethnicity — United States, 1994-2004 
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*Per 100,000 population. 


Disparities in tuberculosis raies persist among racial/ethnic minority populations. In 2004, Asians 
and Pacific Islanders had the highest case rate (27 cases per 100,000 population), but the lowest 
percentage of decline during 1994-2004 (38%) among all racial/ethnic population. During 1994— 
2004, rates declined >45% in the other racial/ethnic populations: among non-Hispanic blacks from 
26 to 11, among Hispanics from 19 to 10, among American Indians and Alaska Natives from 16 to 
7, and among non-Hispanic whites from 3.4 to 1.3. 
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TUBERCULOSIS. Number of reported cases among U.S.-born and foreign-born 
persons,* by year — United States, 1994-2004 
20 
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*For 27 cases, origin of patients was unknown 

In 2004, foreign-born persons accounted for 54% of the national case total, and 22 states reported 
»50% of their cases among foreign-born persons, with six states having >70% of their cases 
among foreign-born persons. During 1994-2004, the proportion of cases among foreign-born 


persons increased from 32% to 54%, a trend enhanced by the decrease in tuberculosis cases 
among U.S.-born persons (16,171 to 6,683) 


TULAREMIA. Number of reported cases — United States and U.S. territories, 2004 














Approximately 60% of cases in 2004 were reported from Arkansas, Oklahoma, Missouri, or 
Martha's Vineyard, Massachusetts. CDC requests that isolates be forwarded to the CDC laboratory 


in Fort Collins, Colorado, for subtyping to better define the geographic distribution of Francisella 
tularensis subspecies 








Vol. 53 / No. 53 


MMWR 





TYPHOID FEVER. Number of reported cases, by year — United States, 1974-2004 
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In 2004, approximately 85% of reported cases of typhoid fever were acquired during foreign 
travel. Increasing antimicrobial resistance has complicated the treatment of typhoid fever 


VARICELLA. Number of reported cases — Illinois, Michigan, Texas, and West Virginia,* 
1993-2004 
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* These four states maintained consistent and adequate surveillance by reporting cases constituting 
>5% of their birth cohort during 1990-1995 (SOURCE: CDC, National Immunization Program) 


Illinois, Michigan, Texas, and West Virginia maintained consistent surveillance through 2004 (National 
Immunization Program). The number of varicella cases reported in these four states in 2004 is 
higher, constituting a 38% increase compared with cases reported in 2003 and a 75.9% decline 
compared with cases reported in the prevaccine years of 1993-1995 
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